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Abstract

Leadership for any medical profession is important for ongoing success and developing a
succession of leaders for a profession is vital, including the Physician Assistant (PA)
profession. Developing leadership self-efficacy (LSE) in PA students requires participation
in leadership experiences such as educational or experiential leadership development.
Knowing that individuals with higher levels of LSE take on leadership roles more frequently
than those with lower levels of LSE, developing LSE in PA students will help to produce
more leaders for the profession. The purpose of this study was to examine what potential
differences exist between male and female PA students in their leadership experiences and
LSE. In this quantitative, non-experimental study, a cross-sectional survey was utilized to
capture data from 121 current PA students in six PA programs located in Minnesota, Iowa
and South Dakota. A t-test was used to evaluate the differences in educational leadership
experiences, experiential leadership experiences, leaderships self-efficacy and gender.
Multiple regression analysis was used to identify which variable (educational leadership
experiences, experiential leadership experiences, or gender) was a predictor of LSE. Data
analysis revealed that female PA students had lower LSE levels when compared to male PA
students, despite having similar educational and experiential leadership experiences. In this
study, gender and educational leadership experiences were found to be predictors of
leadership self-efficacy in PA students. The results of this study suggest that female PA
students would benefit from educational leadership experiences to help increase LSE and
their potential of assuming leadership positions in the future. The results also suggest the
importance of including educational leadership experiences within PA education.
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Chapter 1
Introduction
Leadership in healthcare is necessary for creating high quality medical care, and medical
providers are best suited to be leaders. While the majority of medical providers and leaders in the
past were male (Surawicz, 2016), today there are more women are entering the field of medical
practice than ever before. However, despite this growth of women in medicine, few ascend to
healthcare leadership positions (Humberstone, 2017). Even though women have similar levels of
leadership skills and abilities when compared to their male counterpart, women tend to have less
belief in their skills and abilities of leadership, or leadership self-efficacy (Dugan & Komives,
2007; Surawicz, 2016). This is of critical concern when looking at the PA profession, which is
predominantly female. Leadership skills and ability can be taught, but leadership self-efficacy is
necessary for individuals to take on the leadership role, and it is developed through various
leadership experiences (McCormick, Tanguma & Lopez-Forment, 2002). This study will look at
the differences in leadership experiences and leadership self-efficacy within PA students and
seeks to find if there is any difference between male and female PA students in these areas.
Understanding that leadership experiences help to increase an individual’s leadership selfefficacy, and that individuals with higher levels of leadership self-efficacy take on more
leadership roles that those with lower levels of leadership self-efficacy, developing leadership
self-efficacy in PA students, especially female students, could help to raise up new leaders within
the PA profession. This introductory chapter will review the background, presents the problem
statement, and establish the significance of the research. It will also present research questions
and briefly describe the methodology to explore the research questions.
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Statement of the Problem
The current state of healthcare in the United States (US) is facing many challenges, and
the ability to overcome these challenges requires strong leadership (Barilla, Shah & Rawson,
2019; Neeley, Clyne & Resnick-Ault, 2017; Sonnino, 2016). The effects of a worldwide
pandemic have placed healthcare in the US in a state of shock, as the COVID-19 pandemic
exposed many of the severe and persistent issues within the US healthcare system. The
consistently rising cost of healthcare due to new and improved technology, developing
pharmaceuticals, rising income of healthcare providers due to elevated educational costs has left
many healthcare organizations struggling financially (Barilla, et al, 2019). Access to healthcare
continues to be concerning, as many individuals remain uninsured or underinsured, and this is
often due to racial disparities (Blumenthal, Fowler, Abrams, & Collins, 2020). The increased
stress of caring for pandemic illness patients has left healthcare providers exhausted and ready to
quit, and with the expected shortage of healthcare providers in the coming years, this will
significantly affect the ability to provide adequate healthcare for a growing and aging population
(AAMC, 2020; Blumenthal, Fowler, Abrams, & Collins, 2020). Because of these recent
significant and persistent challenges, there is an urgent and critical need for more leadership in
all areas of medicine and healthcare (Blumenthal, Bernard, Bohnen & Bohmer, 2012; Lucas,
Goldman, Scott & Dandar, 2017; Neeley, et al., 2017; Warren & Carnall, 2011).
Research shows that effective leadership in healthcare leads to high-quality care,
managed costs, and superior outcomes for patients and healthcare delivery organizations
(Blumenthal, et al, 2012; Carnall, 2011; Neeley et al., 2017; Warren & Stoller, 2013). Strong
medical leadership improves patient care through teamwork, close monitoring of care processes,
promoting safe clinical practices, and enabling the innovation and development of skills and
14

outcomes (Blumenthal et al., 2012). More leaders in medicine are needed to overcome these
issues and help improve the US healthcare system. However, despite the overwhelming benefits
of quality leadership in healthcare, there continues to be an ongoing struggle to develop strong
leaders in medicine (Blumenthal et al., 2012).
Healthcare providers as leaders. Healthcare providers should be at the forefront of
medical leadership due to their unique relationship with patients (McAlearney, 2006; Trastek,
Hamilton, & Niles, 2014). Healthcare providers serving as leaders in medicine relate best to
other healthcare providers, and when they perform roles in administration, they can help
healthcare systems overcome some of its most persistent challenges: elevated cost of medical
treatments, gaps in technology that decrease the value of healthcare, and bridging the gap
between administration and clinicians (Becker’s Hospital Review, 2018; McAlearney, 2006;
Trastek, et al, 2014). In addition, they improve their patients' overall care by identifying
unnecessary tests, procedures, and medications, which lead to better patient satisfaction. Finally,
leaders in medicine who are also healthcare providers can help to nurture the development of
their colleagues and ensure professional and ethical standards are met in the delivery of medicine
(Trastek, et al., 2014).
Women in medical leadership. History shows that male physicians typically held
medical leadership positions (Surawicz, 2016). This was mainly due to the fact that the number
of men who entered into medical training programs and medical practice in the past was
significantly greater than the number of women (Surawicz, 2016). However, in recent years, the
number of women entering medical school training programs and eventual medical practice has
significantly increased, where approximately half of all medical students and a third of practicing
physicians are women (AAMC, 2019; Surawicz, 2016; Kuhlmann, Ovseiko, Kurmeyer,
15

Gutiérrez-Lobos, Steinböck, von Knorring, & Brommels, 2017; Young, Chaudhry, Pei, Arnhart,
Dugan, & Snyder, 2017). Despite this significant growth in the number of women entering into
medical practice as physicians, there have been limited numbers of women who have held
important leadership positions (Crolla, O’Sullivan & Bogg, 2011; Kuhlmann, et al., 2017; Hoyt
& Murphy, 2015; Curtis, Dobbs, & Hildebrandt, 2017; Surawicz, 2016). According to Harvard
Business Review, only 18% of hospital CEOs and only 16% of medical school deans and
department chairs in the US are women (Humberstone, 2017). Within the American Medical
Association (AMA), one of the most prestigious medical associations, only six women have ever
held the leadership position of president since its inception in 1847 (Finnegan, 2019).
There has also been significant growth in the number of women entering the physician
assistant (PA) profession, where 60% of all PA students and 68% of all practicing PAs are
women (Curtis, et al., 2017; Larson & Hart, 2007; NCCPA, 2018). Similar to physicians, fewer
women than men have been president of the American Academy of Physician Assistants
(AAPA), as only 28% of the past 50 presidents have been women (Curtis, et al., 2017).
Additionally, the majority of candidates for elections to the AAPA board of directors are men
(Curtis, et al., 2017). A review of the past 45 years of the Physician Assistant Education
Association (PAEA), only 26% of their presidents were women, and in the Student Academy of
the AAPA (SA-AAPA), only 36% of their presidents were women (Curtis, et al., 2017). These
statistics show evidence of the ongoing struggle for women in medicine, including female PAs,
when seeking leadership equality.
Many obstacles exist that make it challenging for women in medicine to attain and hold
leadership positions. Conscious and unconscious bias that stereotypes men as better suited for
medical leadership roles due to male traits such as dominance, confidence, and self-reliance,
16

remains an issue in US society (Crolla et al., 2011; Essary & Coplan, 2014; Hoyt & Murphy,
2016; Humberstone, 2017; Mangurian, Linos, Sarkar, Rodriguez, & Jagsi, 2018; Surawicz, 2016;
Wayne, Vermillion, & Uijtdehaage, 2010). Wage disparity for women continues to plague our
medical system, where women medical providers are paid less than their male counterparts
despite working in the same positions and environments (Curtis, et al., 2017; Essary & Coplan,
2014). These obstacles are just a few of the causes for the "glass ceiling effect" (see definition
section for more details) that hinders women in achieving advanced positions in medicine and
business (Wayne, et al., 2010). In addition to the "glass ceiling effect", researchers found
women to have lower self-confidence in their ability to lead (leadership self-efficacy) as
compared to men, which can lead to an inability to envision themselves in a position of future
leadership (Crolla et al., 2011; Dugan & Komives, 2007; McCormick, et al., 2002; Surawicz,
2016).
Leadership development for medical providers. Cultivating leadership is important
and should be intentional within any profession or organization, yet few healthcare organizations
are making substantial investments in developing leaders (Cziraki, Read, Laschinger & Wong,
2017; Huston, 2018; McAlearney, 2006). As a result, there continues to be a lack of medical
leadership (Blumenthal, et al., 2012; Lucas, et al., 2017; Neeley, et al., 2017; Warren & Carnall,
2011). One reason for the lack of medical leadership is believed to be a lack of leadership
development for medical providers (Blumenthal, et al., 2012; Neeley, et al., 2017; Warren &
Carnall, 2011). Many researchers believe that all clinicians should be equipped with leadership
knowledge and skills, and it should start within their medical training (Blumenthal, et al., 2012;
Hartzell, Yu, Cohee, Nelson, & Wilson, 2017; Huston, 2018). Unfortunately, formal leadership
training is only seen in roughly half of all medical schools, where only one-third require
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participation (Neeley, et al., 2017), and is present in less than half of PA programs, where it is
offered only as a topic within another course (Bellassai, Glass, Halderson & Schoeberl, 2014).
Leadership development. For years, many believed that leaders were born. While a
person is born with certain tendencies and personalities that are common to leadership, research
suggests that the knowledge and skills of leadership can be taught and that the level of leadership
knowledge, skill, and ability is the same in men and women (Dugan & Komives, 2007; Huston,
2018; Lord & Hall, 2005; Scott & Miles, 2013). Research has also shown that a person's
experiences in some form of leadership increase their belief in their ability to lead (leadership
self-efficacy) (McCormick, Tanguma, & López-Forment, 2002). There are three constructs of
leadership: leadership motivation, leadership capacity, and leadership self-efficacy. Leadership
motivation is the personal drive that will determine what level of intensity and persistence a
person takes to engage in the leadership process (Correia-Harker & Dugan, 2020). Leadership
capacity is defined as the knowledge, skills, and attitudes necessary to engage in leadership
(Correia-Harker & Dugan, 2020; Dugan and Komives, 2007; Rosch & Collins, 2020).
Leadership self-efficacy is defined as the level of confidence a person has in the knowledge,
skills, and abilities to successfully navigate the challenges of leadership (Hannah, Avolio,
Luthans, & Harms, 2008; McCormick, Tanguma, & López-Forment, 2002; Paglis, 2010). Given
that previous research suggests that an individuals' leadership self-efficacy can be enhanced
through leadership experiences and that leadership self-efficacy was a predictor of their
leadership motivation and leadership capacity (Dugan & Komives, 2010), understanding
leadership self-efficacy in PA students would help guide PA education programs in the
importance of increasing leadership self-efficacy in their students for developing more PA
leaders.
18

Purpose of the Study
The purpose of this quantitative survey study was to examine what potential differences
exist between male and female PA students in their leadership experiences and leadership selfefficacy. Research has shown that women and men have similarities in their leadership abilities
(Dugan & Komives, 2007). Despite these findings, women in medicine, including female PA’s,
struggle to attain and hold leadership positions (Crolla et al., 2011; Curtis, et al., 2017; Essary &
Coplan, 2014; Surawicz, 2016). Leadership research in undergraduate students found that
leadership experiences increased a student’s leadership self-efficacy (Dugan & Komives, 2007;
Dugan & Komives, 2010; Haddad, Pierszalowski & Velez, 2017; Leupold, Lopina & Skloot,
2020; Rosch & Nelson, 2018; Soria, Kaste, Diekemper, Blamo, Belros & Brazelton, 2020).
Additionally, research has found that female students had less self-confidence in their abilities
(self-efficacy) as compared to male students, despite having similar leadership experiences,
which leads to an inability to envision themselves taking on leadership positions (Crolla et al.,
2011; Dugan & Komives, 2007; McCormick, et al., 2002; Surawicz, 2016 ). While many
research studies have evaluated undergraduate students' leadership experiences and efficacy,
there is currently a lack of research completed on graduate-level students, especially research
that includes PA students.
Understanding if there is a difference between male and female students in these two
areas of interest may help PA programs educate and prepare more leaders for the PA profession.
Grounded in Bandura's Social Cognitive theory framework, individuals with more leadership
experiences were found to have higher leadership self-efficacy (McCormick, et al., 2002).
Research completed with undergraduate students has shown that students with more leadership
experiences develop higher levels of leadership self-efficacy, and those with higher levels of
19

leadership self-efficacy take on more leadership positions (Dugan & Komives, 2007;
McCormick, et al., 2002; Crolla et al., 2011; Surawicz, 2016). Furthermore, prior research has
found that females tend to have lower leadership self-efficacy than males (Dugan & Komives,
2007; McCormick, et al., 2002). This study seeks to understand what difference exists in the
leadership experiences and leadership self-efficacy of male and female PA students in order to
find potential ways to encourage, develop and prepare more leaders within the PA profession.
Research Questions and Hypotheses
The following research questions were addressed in this study:
R1: What difference, if any, exists in the educational leadership experiences between male and
female PA students?
Ho1: There is no difference in the educational leadership experiences between male and
female PA students.
Ha1: There is a significant difference in the educational leadership experiences between
male and female PA students.
R2: What difference, if any, exists in the experiential leadership experiences between male and
female PA students?
Ho2: There is no difference in the experiential leadership experiences between male and
female PA students.
Ha2: There is a significant difference in the experiential leadership experiences between
male and female PA students.

20

R3: What difference, if any, exists in the measurement of leadership self-efficacy (LSE) between
male and female PA students?
Ho3: There is no difference in the measurement of leadership self-efficacy (LSE) of male
and female PA students.
Ha3: There is a significant difference in the measurement of leadership self-efficacy
(LSE) between male and female PA students.
R4: Are gender, educational leadership experiences, and experiential leadership experiences
factors that predict leadership self-efficacy (LSE) in PA students?
Ho4a: Gender is not a factor in predicting LSE in PA students
Ha4a: Gender is a factor in predicting LSE in PA students.
Ho4b: Educational leadership experience is not a factor in predicting LSE in PA students
Ha4b: Educational leadership experience is a factor in predicting LSE in PA students.
Ho4c: Experiential leadership experience is not a factor in predicting LSE in PA students
Ha4c: Experiential leadership experience is a factor in predicting LSE in PA students.
Significance of this Study
The PA profession has grown exponentially in the past decades (Curtis, et al., 2017;
NCCPA, 2018). From 1998 to 2017, the number of PA programs in the US expanded from 110
to 229 and the number of graduate PA’s grew from 41,000 to over 123,000 (Jacobson, 2018).
With this growth in the profession, future medical leadership positions for PAs will be an
essential factor for the profession's continued success. Women currently make up greater than
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60 % of PA students and 68% of working PAs (Curtis, et al., 2017; Larson & Hart, 2007;
NCCPA, 2018). Therefore, many of these women may be needed to assume healthcare
leadership positions in the future. However, many barriers exist for women who want to move
into leadership positions (Crolla, et al., 2011). Conscious and unconscious gender bias and wage
disparity are complex barriers that need to be addressed within our society and while there has
been some improvements over the years, they still persist (Crolla xet al., 2011; Essary & Coplan,
2014; Hoyt & Murphy, 2016; Humberstone, 2017; Mangurian, Sarkar, Rodriguez & Jagsi, 2018;
Surawicz, 2016). Other barriers, such as a lack of mentorship or leadership experiences, and
limited access to leadership training, have the potential to be addressed within the educational
process. Addressing these barriers and removing them can help to increase female students’
leadership self-efficacy (Correia-Harker & Dugan, 2020; Dugan and Komives, 2007; Rosch &
Collins, 2020). Research has shown that females who have high leadership self-efficacy and
face these kinds of barriers are more likely to assume the challenge of leadership positions
(Hannah, Avolio, Luthans, & Harms, 2008; McCormick, et al., 2002; Paglis, 2010).
The purpose of this quantitative survey study was to examine what potential differences
exist between male and female PA students in their leadership experiences and leadership selfefficacy in order to find ways to enhance the number of future leaders within the PA profession.
It is vitally important to understand the possible differences between female and male PA
students in their leadership experiences and leadership self-efficacy so educators within PA
programs can identify potential ways of developing stronger leadership self-efficacy in PA
students and help prepare graduates for future leadership roles. Prior research completed on
undergraduate students in the area of leadership experiences as well as leadership self-efficacy
showed similarities between males and females in their leadership experiences and abilities
22

(Dugan & Komives, 2007; McCormick, Tanguma, and Lopez-Forment , 2002). However,
researcher also found that females have a lower leadership self-efficacy than males despite their
leadership experiences and abilities (Dugan, Fath, Howes, Lavalle & Polanin, 2013; Dugan &
Komives, 2007; McCormick, Tanguma, and Lopez-Forment , 2002).
Since previous research has shown that female students have lower leadership selfefficacy levels than male students (Dugan, Fath, Howes, Lavalle & Polanin, 2013; Dugan &
Komives, 2007; McCormick, Tanguma, and Lopez-Forment , 2002) ,and that individuals with
high levels of leadership self-efficacy attempt to take on leadership roles more frequently than
those with low levels of leadership self-efficacy (Hannah, Avolio, Luthans, & Harms, 2008;
McCormick, et al., 2002; Paglis, 2010), and that 60% of all PA students and 68% of all
practicing PAs are female (Curtis, et al., 2017; Larson & Hart, 2007; NCCPA, 2018), it is
essential to know if this also exists within PA students enrolled in graduate-level PA programs.
The majority of prior research in the area of student leadership self-efficacy utilized
undergraduate level students. Relatively few studies looked at graduate students’ leadership
self-efficacy, and even fewer included students enrolled in graduate medical education. Murphy,
Campbell, Boland and Sick (2020) looked at leadership self-efficacy in first-year health
professions students that included both undergraduate and graduate level students, but did not
include any graduate PA students. To date, there is a lack of research about leadership
experiences and leadership self-efficacy in PA students and this study adds to the literature on
leadership self-efficacy in students enrolled in graduate medical education.
Definition of terms
The following terms were referred to within this study and are defined as follows:
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educational leadership development – participation in classes, programs or courses that teach
knowledge, skills and techniques of leadership
experiential leadership development - participation in co-curricular, action-oriented leadership
educational activities involving physical engagement or interaction
glass ceiling effect - an intangible barrier within a hierarchy that prevents women or minorities
from obtaining upper-level positions (Merriam-Webster); a metaphor for informal barriers that
keep women from getting promotions, pay raises, and further opportunities.
leadership capacity - the knowledge, skills, and attitudes necessary to engage in leadership
(Correia-Harker & Dugan, 2020; Dugan and Komives, 2007; Rosch & Collins, 2020)
leadership development - a continuous process throughout a person’s lifetime and includes
various experiential learning in leadership (Dugan, 2011; Lord & Hall, 2005; Scott & Miles,
2013)
leadership development experiences – the process of an individual participating in experiences
of either educational leadership courses or the actual participation within a group as a leader
leadership motivation - the personal drive that will determine what level of intensity and
persistence a person takes to engage in the leadership process (Correia-Harker & Dugan, 2020)
leadership self-efficacy - the level of confidence a person has in the knowledge, skills, and
abilities to successfully navigate the challenges of leadership (Hannah, Avolio, Luthans, &
Harms, 2008; McCormick, Tanguma, & López-Forment, 2002; Paglis, 2010).
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physician assistant (PA) - medical professionals who diagnose illness, develop and manage
treatment plans, prescribe medications, and often serve as a patient’s principal healthcare
provider (AAPA, 2021)
self-efficacy - the belief in one’s personal capabilities or the conviction that one’s behavior can
successfully produce desired outcomes (Bandura, 1997)
Organization of the Remainder of the Study
Chapter two of the study detailed a review of the current literature on self-efficacy,
leadership self-efficacy, leadership development theories, and leadership experiences of students
as it relates to leadership self-efficacy. Chapter three explains the research design, methods,
limitations, and ethical considerations. Chapter four details the analysis of the data collected
from the Qualtrics surveys. The general conclusions, implications, and recommendations for
future research are discussed in chapter five.
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Chapter 2: Literature Review
Introduction
The first chapter of this study provided some background information on the need for
more leaders in medicine, the lack of leadership training for medical providers, increasing
numbers of women in medicine, and the social and cognitive barriers women face when
attempting to move into leadership positions, including the concern that women were found to
exhibit lower leadership self-efficacy when compared to men. The importance of the first
chapter was to understand the need for more leaders in medicine, and that women in medicine,
including PA’s, face challenges in their ability to attain and maintain leadership positions. This
chapter synthesizes current literature about self-efficacy and leadership self-efficacy, leadership
development, and the differences between male and female leadership experiences and
leadership self-efficacy.
Self-efficacy
Women with low self-efficacy are less likely to believe in their abilities to accomplish
complex tasks, have lower aspirations, and have less commitment to achieve their goals
(Bandura, 1997; Hannah, Avolio, Luthans, & Harms, 2008; McCormick, 2001; Paglis, 2010).
When researchers extended the concept of self-efficacy to leadership, they found that female
college students have lower leadership self-efficacy compared to male students (Dugan &
Komives, 2007; McCormick, et al., 2002). Given that the number of women entering medical
training programs after college is increasing (AAMC, 2019; AAPA, 2018), if these female
students continue to have low leadership self-efficacy, this becomes another barrier for women to
aspire and take on medical leadership positions.
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Bandura's (1977) work on self-efficacy has been the subject of many research projects on
leadership over the years. Self-efficacy refers to the belief in one's personal capabilities or the
conviction that one's behavior can successfully produce desired outcomes (Bandura, 1997). In
his research leading to his social cognitive theory, Albert Bandura (1977) introduced the concept
that skills alone do not contribute to a person's success, but that the belief in their skills or
abilities makes a difference regarding their success or failure, or even if they will attempt a task
(Bandura, 1997). Individuals with a strong belief in their abilities (self-efficacy) approach
complex tasks as something to be mastered and not avoided; they view difficult tasks as a
challenge and not a threat. High (or strong) self-efficacy individuals are task-focused, think
strategically, set goals, and do not back down in the face of possible failures or setbacks
(Bandura, 1997; Hannah, et al, 2008; Paglis, 2010). In contrast, individuals who have a low (or
weak) self-efficacy in their abilities will tend to avoid difficult tasks, have less commitment to
goals, and have lower aspirations (Bandura, 1997; Hannah, et al., 2008; McCormick, 2001;
Paglis, 2010). Men and women with low self-efficacy are often plagued with self-doubt and
dwell on obstacles in their path to success and the consequences of their failure, making them
lose faith in themselves (Bandura, 1997; Hannah, et al., 2008; McCormick, 2001; Paglis, 2010).
The concept of self-efficacy is the basis for Bandura's Social Cognitive Theory, which
states that people are shaped by their environment and also have the ability to shape their
environment (Bandura, 1997; Shirey, 2020) (Figure 1). The core of Bandura’s theory is the
concept that human behavior is grounded in three reciprocal influences/determinants: personal,
behavioral, and social/environmental (Schunk, 2012). The outcome of an individual’s actions
informs and assists the individual in changing their environments and personal factors, which
then informs and alters their behaviors (Schunk, 2012). Social cognitive theory helps to provide
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a better understanding of how individuals learn from multiple sources around them and how
these sources influence the development of self-efficacy (Shirey, 2020).

Figure 1: Bandura's model of Social Cognitive Theory representing the triangular relationship
between the three main factors of human behavior (Bandura 2001)

A person’s self-efficacy is derived from four principal sources: performance
accomplishments, vicarious experience, verbal persuasion, and psychological states (Bandura,
1977; Paglis, 2010; Shirey, 2020). Performance accomplishments are defined as the past
experiences of success that a person can recall, vicarious experiences refer to watching others
modeling or achieving success and verbal persuasion is the coaching, encouragement, and
constructive feedback a person receives from a trusted source (Shirey, 2020). Finally, the term
psychological states is defined as how a person positively connects their body with their
emotions (Shirey, 2020). When this is put all together, self-efficacy is affected by how a person
thinks, feels, and behaves (Bandura, 1977; Shirey, 2020) (Figure 2).
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Figure 2: Self-efficacy conceptual Model (Shirey, 2020)

Leadership self-efficacy
A specific form of self-efficacy is leadership self-efficacy. Leadership self-efficacy
refers to the level of confidence a person has in the knowledge, skills, and abilities to
successfully navigate the challenges of leadership (Hannah, Avolio, Luthans, & Harms, 2008;
McCormick, Tanguma, & López-Forment, 2002; Paglis, 2010). Specifically, leadership selfefficacy was found to identify and predict leadership behaviors and help distinguish those
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individuals who are successful leaders from those who are non-leaders (Hannah, Avolio,
Luthans, & Harms, 2008; McCormick, et al., 2002; Paglis, 2010).
In their research to extend self-efficacy theory to leadership, McCormick, Tanguma, and
Lopez-Forment (2002) studied undergraduate students by looking at leadership role experiences
and perceived leadership self-efficacy. Research data were collected about previous leadership
role experiences, perceptions of leadership self-efficacy, and attempts to engage in leadership
behaviors. Leadership role experiences and attempts to engage in leadership behaviors were
self-reported and placed on a scale that simply numbered the experiences and attempts. The
measurement of leadership self-efficacy utilized an 8-item questionnaire developed by Kane and
Baltes (1998) that asked participants to self-report their ability to perform specific leadership
functions. Results of the study showed that leadership self-efficacy was positively related to the
frequency of which a person attempted to assume a leadership role. Additional findings included
a strong correlation between previous leadership experiences and higher leadership self-efficacy
and that individuals with high leadership self-efficacy took on leadership roles at a greater
frequency than those with a lower leadership self-efficacy. A unique outcome from their study
was finding that female students reported having lower leadership self-efficacy scores when
compared to male students despite having similar levels of prior leadership experiences. They
concluded that females (in general) have lower overall confidence in their leadership abilities
(leadership self-efficacy), making them less likely to take on challenging leadership roles and
more likely to project a less confident demeanor despite their actual capabilities. While these are
significant findings, one should be cautious when generalizing the results because researchers
provided students in the study with extra course credit for their participation. Also, since the
study used only undergraduate students, further research is encouraged in an older population.
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Dugan and Komives (2007) have completed extensive research on developing leadership
within college students and had similar findings of female students in leadership self-efficacy.
Their multi-institutional, multi-year study, known as the Multi-Institutional Study of Leadership
(MSL), involved over 50,000 students from over 52 campuses and utilized the Socially
Responsible Leadership Scale (SRLS) and a small scale created by the researcher for measuring
leadership self-efficacy, which was based on Bandura’s (1997) social learning theory. Amidst
all of their findings, they found that female students' overall leadership competence (ability) was
higher than male students, but male students reported more self-confidence (efficacy) in their
leadership abilities than female students. Their conclusion was similar to that of previous
findings, in that women tend to have less confidence in their leadership skills and ability when
compared to men. Additionally, they found that leadership self-efficacy improved for both male
and female students after experiences in socio-cultural issues, employer mentoring, positional
leadership roles, and formal leadership training.
A later study conducted by Dugan, Fath, Howes, Lavalle and Polanin (2013) had similar
findings regarding female students enrolled in science, technology, engineering, and math
courses (STEM). Utilizing data from the MSL, this study looked at over 14,000 college women
in their senior year and compared those enrolled in STEM classes to those enrolled in non-STEM
courses, looking at leadership capacity and leader efficacy. Leadership capacity represents the
values, knowledge, and behaviors associated with a person's ability to engage in the process of
leadership (Hanna, et al. 2008; Dugan, 2011). The results of their research showed that women
enrolled in STEM classes demonstrated similar levels of leadership capacity but lower levels of
leader efficacy when compared to their non-STEM peers. Furthermore, they also found that
while all women increased in leader efficacy during college, women in STEM majors increased
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at a slower rate than their non-STEM peers. This finding is concerning given that STEM majors
are the pool of students who become medical providers, including physician assistants.
There are many positive associations linked to leadership self-efficacy: leader
effectiveness, performance in the role, creativity, ethical leadership, transformational leadership,
and follower performance (Leupold, Lopina & Skloot, 2020). Leaders who are confident in their
abilities will feel equipped to lead and inspire followers through challenging situations
(Chemers, Watson & May, 2000). Leaders who do not have confidence in their abilities will
struggle to inspire followers and can suffer from doubts about their ability to accomplish tasks.
Individuals with high levels of leadership self-efficacy attempt to take on leadership roles more
frequently than those with low levels of leadership self-efficacy (Hannah, Avolio, Luthans, &
Harms, 2008; McCormick, et al., 2002; Paglis, 2010). Developing an individuals’ leadership
self-efficacy will help shape a leaders’ motivation to take on leadership roles, which in turn can
lead to increased leadership capacity (Chan & Drasgow, 2001; Correia-Harker & Dugan, 2020;
Dugan, 2011). These three constructs, leadership self-efficacy, leadership motivation, and
leadership capacity, are the key to developing leadership.
Leadership Development
The process of leadership development is continuous throughout a person’s lifetime and
includes various educational and experiential learning (Dugan, 2011; Lord & Hall, 2005; Scott &
Miles, 2013). Research in this area of interest is vast and includes many theories and many
fallacies, including the fallacy that everyone can be a leader. While research has found that
leadership knowledge and skills can be taught and that the level of leadership skill and ability is
similar in both men and women, not everyone succeeds in leadership (Dugan & Komives, 2007;
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Huston, 2018; Lord & Hall, 2005; Scott & Miles, 2013). Individuals who eventually succeed
within the realm of leadership have increased levels of the three constructs of leadership:
leadership capacity, leadership motivation and leadership self-efficacy (Chan & Drasgow, 2001;
Correia-Harker & Dugan, 2020; Dugan, 2011). Dugan’s (2011) research identified that the
construct of leadership capacity, or the knowledge, skills, and attitudes necessary to engage in
leadership, is vital for whether an individual participates in a leadership role. Leadership
motivation is the personal drive that will determine what level of intensity and persistence a
person takes to engage in the leadership process (Correia-Harker & Dugan, 2020). When the
final construct of leadership self-efficacy, defined as the level of confidence a person has in the
knowledge, skills, and abilities to successfully navigate the challenges of leadership (Dugan &
Komives, 2010; Hannah, Avolio, Luthans, & Harms, 2008; McCormick, Tanguma, & LópezForment, 2002; Paglis, 2010), is developed within individuals, it helps to increase both
leadership capacity and motivation within that individual (Chan & Drasgow, 2001; CorreiaHarker & Dugan, 2020; Dugan, 2011). All three constructs are interrelated and show that
individuals with higher levels of leadership motivation, leadership capacity, and leadership selfefficacy seek out and participate in more leadership positions than those with lower levels of
these traits (Correia-Harker & Dugan, 2020). It is within these constructs that educators have the
greatest opportunity to advance leadership development, for when individuals engage and
improve in all three construct areas, they are more likely to participate in the leadership
development process (Correia-Harker & Dugan, 2020).
Leadership capacity. Leadership capacity is the knowledge, skills, and attitudes
necessary to engage in leadership (Correia-Harker & Dugan, 2020; Dugan and Komives, 2007;
Rosch & Collins, 2020). Dugan (2011) identified that leadership capacity is vital for whether an
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individual participates in a leadership role. Leadership skills, or the ability to put cognitive and
intellectual leadership knowledge into action, are gained through participation in various
leadership development experiences. Experiences can include both educational experience of
leadership or the actual participation within a group as a leader. The capacity for leadership
changes with time and experience (Dugan and Komives, 2007), and leadership capacity is higher
for students who participate in short or moderate duration leadership training programs than
those who had no formal training (Dugan & Komives, 2010). Developing leadership capacity
requires individuals to have self-knowledge, self-assurance, and identification with the role of a
leader (Scott & Miles, 2013).
Rosch and Collins (2020) acknowledged the importance of leadership capacity in their
work to develop a scale that would measure student leadership capacity. They recognized that
the capacity for leadership is entwined with leadership motivation and self-efficacy and that
while leadership motivation and self-efficacy can propel students towards taking on leadership
situations, the skills needed for leadership must also be considered. Using three separate and
established instruments for each leadership dimension (leadership skill, leadership motivation,
and leadership self-efficacy), their work helped to create a measure of leadership capacity in
students. Scales utilized included the Self-efficacy for Leadership (SEL) created by Murphy
(1992) and the Motivation to Lead (MTL) scale created by Chan and Drasgow (2001). More
work is needed to utilize their new scale for general use, as it was developed using only
undergraduate college students as subjects.
Leadership motivation. Leadership motivation is the personal drive that will determine
what level of intensity and persistence a person takes to engage in the leadership process
(Correia-Harker & Dugan, 2020). Chan and Drasgow’s (2001) research on the prediction of
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leadership helped to create a new leadership construct scale called the Motivation To Lead
(MTL). The leadership motivation construct was found to be associated with leadership selfefficacy and experiences of the individual through the leader development theoretical
framework. In this framework, personality, values, and past leadership experience all build into
a person's leadership self-efficacy. This, in turn, helps to shape a person's motivation to lead.
Using beginning military recruits in Singapore, Singapore junior college students, and US
undergraduate students, they conducted a longitudinal study that included data about personality
traits, past leadership experiences, and individual leadership efficacy measures. The results of
their research effectively demonstrated that past leadership experiences are related to motivation
to lead and that the motivation to lead is related to participation in leadership activities (Chan &
Drasgow, 2001). One concern with this conclusion is that their data was drawn from individuals
who were undergraduate age levels of 17 - 21 years old. Given the narrow age range, it is
unknown if this will correlate with older individuals.
Solidifying leadership motivation and its relation to leadership capacity and leadership
self-efficacy was also proven in research completed by Correia-Harker and Dugan (2020). Using
data from the MSL, they sought to demonstrate the relationship between leadership motivation
and leadership self-efficacy and their impact on leadership capacity. Within their findings was a
unique and significant relationship between leadership capacity and leadership self-efficacy but
was seemingly independent of leadership motivation. While their findings left in question
whether leadership self-efficacy directly affects leadership motivation or whether they work
together to increase leadership capacity, the results effectively show the essential and vital role
of leadership motivation as a construct in leadership development.
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Leadership self-efficacy. As described previously, leadership self-efficacy is a specific
form of self-efficacy that refers to the level of confidence a person has in the knowledge, skills,
and abilities to successfully navigate the challenges of leadership (Dugan & Komives, 2010;
Hannah, Avolio, Luthans, & Harms, 2008; McCormick, Tanguma, & López-Forment, 2002;
Paglis, 2010). Leadership self-efficacy is rooted in Bandura’s (1977) Social Cognitive Theory,
which states that people are shaped by their environment and also have the ability to shape their
environment (Bandura, 1997; Shirey, 2020). Given that leadership self-efficacy helps to increase
both leadership capacity and leadership motivation within individuals (Chan & Drasgow, 2001;
Correia-Harker & Dugan, 2020; Dugan, 2011), the construct of leadership self-efficacy is the
primary construct that this researcher will be looking at within this paper.
Leadership Experiences and Leadership self-efficacy
When it comes to developing increased levels of leadership self-efficacy in individuals,
researchers have found that those who have early or regular participation in leadership
development experiences developed higher levels of leadership capacity and leadership selfefficacy (Dugan & Komives, 2007; Dugan & Komives, 2010; Haddad, Pierszalowski & Velez,
2017; Leupold, Lopina & Skloot, 2020; Rosch & Nelson, 2018; Soria, Kaste, Diekemper, Blamo,
Belros & Brazelton, 2020). Looking at self-reported pre-college leadership efficacy (measured
using scales created for the MSL) and how they changed over the course of their college
education when exposed to leadership training and education, Haddad, Pierszalowski and Velez
(2017) found that students with pre-college experiences in leadership training or leadership
educational opportunities had the highest predictive measurement of post-college leadership
efficacy.
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A study conducted by Ohio State University found that higher student involvement with
community service, student organizations, and on-campus or off-campus organizations during
the college years was associated with a higher student leadership efficacy (Ohio State University,
2016). Their study examined college leadership efficacy scores and its relationship to students'
experiences during college by using data generated from their participation with the MSL in
2015. Their results showed that students can develop stronger leadership self- efficacy when
experiencing opportunities for leadership or group dynamics. They also found that students who
took on leadership positions within these organizations demonstrated even higher leadership
efficacy than those who only participated. Another finding from their study was that students
who participated in leadership training during college, or had military experience, had
significantly higher leadership efficacy scores compared to those students who did not participate
in any leadership training. An interesting finding to consider from this study is that first-year
students had lower average leadership efficacy scores than students of higher academic ranks.
While these findings seem to support the connection between leadership self-efficacy and
leadership experiences, it is important to consider that these findings should be carefully
interpreted, given that students who have higher levels of leadership self-efficacy may be more
inclined to participate in leadership development activities and experiences than those who have
lower levels of leadership self-efficacy.
Research completed recently by Apesin and Gong (2021) of first-year students enrolled
in historically black institutions (HBI) had somewhat different findings regarding pre-college
and college students' leadership self-efficacy. Using a longitudinal study, they looked at the
impact of students' college leadership experiences on the development of leadership selfefficacy. Conducting the research in two phases, they first collected data about students' pre37

college leadership experiences and pre-college leader self-efficacy as well as demographic
information. In the second phase, they collected data on students' college-leadership experiences
and leader self-efficacy (as measured using Hannah and Avolio’s (2013) Leader Efficacy
Questionnaire). While the results of their research support the concept that pre-college and
college leadership experiences influence college leadership self-efficacy development and that
college co-curricular leadership experiences also influence leadership self-efficacy development
of first-year students in HBIs, their findings failed to support the concept that pre-college cocurricular and curricular leadership experiences influence the development of leadership selfefficacy within this population. This unique finding puts to question the ability to generalize the
development of leadership self-efficacy within all ethnicities of college students.
Two of the most recent studies on leadership experiences and leadership self-efficacy
confirm that participation in leadership development activities and programs by undergraduate
students showed a positive relationship to leadership self-efficacy (Leopold, Lopina & Skoot,
2020; Soria, et al., 2020). Leadership development activities include both academic leadership
programs as well as experiential leadership opportunities. Academic leadership development
refers to participation in classes, programs or courses that teach knowledge, skills and
techniques of leadership, whereas experiential leadership development refers to participation in
co-curricular, action-oriented leadership educational activities involving physical engagement or
interaction (Leopold, Lopina & Skoot, 2020). In these studies, there was a positive correlation
to leadership self-efficacy (as measured by the MSL scale for leadership self-efficacy) for both
academic leadership development programs and experiential leadership development, but in the
research by Leopold, et al. (2020), experiential leadership development was more robust in its
correlation to leadership self-efficacy. Though this finding is important for educators, there are
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concerns about generalizing these findings to all students (undergraduate and graduate), given
that the research data came from the MSL, which had limitations of age for participants and
participants were predominantly female.
Health professions students were the focus of Murphy, Campbell, Boland and Sick's
(2020) research on leadership self-efficacy and servant leadership. 453 first-year health
professions students participated and were enrolled in various health programs including
medicine, nursing, dentistry, and other allied health professions. Data gathered from each student
included participation in leadership training and leadership roles, servant leadership qualities and
self-reported leadership self-efficacy (utilizing Paglis and Green’s twelve-item Leadership SelfEfficacy Scale to measure leadership self-efficacy). The study compared the differences in selfreported leadership self-efficacy between different health programs and evaluated whether
leadership experiences (training and/or leadership roles) were associated with higher
performance in self-reported leadership self-efficacy. While their results did not find any
differences between the various academic programs for leadership self-efficacy, they also did not
find any differences in leadership self-efficacy measurements based on age, gender, education, or
race. Their result that showed no difference in leadership self-efficacy between genders opposes
the findings of McCormick, et al., (2002), who found that female students had lower leadership
self-efficacy than male students.
Leadership self-efficacy and Gender
In their research about leadership self-efficacy, McCormick, et al. (2002) made the
conclusion that female students have lower leadership self-efficacy when compared to male
students. While their finding was done using undergraduate students, many researchers since
then have made the conclusion that women, in general, have lower leadership self-efficacy than
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men (Dugan & Komives, 2007; Hoyt, 2005), which has spawned a wealth of research as to why
women are sparsely represented in leadership positions. One area of research has been in gender
leader stereotyping, which has had a significant effect on women and their ability to assume
leadership positions (Hoyt, 2010; Hoyt & Blascovich, 2007; Hoyt & Murphy, 2016). Gender
leader stereotyping refers to the intuitive and preconceived notions of what it means to be a
leader and who should be a leader (Hoyt & Murphy, 2016). In their research to evaluate the
effect of gender leader stereotyping had on women and leadership self-efficacy, Hoyt and
Blascovich (2007) found that women with higher leadership self-efficacy were able to
demonstrate a more positive response to the stereotyping than women with lower levels of
leadership self-efficacy. The importance of this finding is that women need increased levels of
leadership self-efficacy in order to persevere in environments with significant levels of gender
leader stereotyping, such as male-dominated fields of science, technology, engineering, and math
(STEM).
In their search to understand how leadership self-efficacy and leadership capacity are
developed in women, researchers began to look at undergraduate women enrolled in STEM
fields. Dugan, Fath, Howes, Lavalle and Polanin (2013) found that women in STEM majors
reported the same level of leadership capacity but lower levels of leadership self-efficacy when
compared to non-STEM majors. This is a significant finding given that undergraduate female
students who are interested in pursuing a career in medicine will most likely need to graduate
with a major in a STEM field. Purposeful development of higher levels of leadership selfefficacy within women engaged in STEM majors has the potential to positively influence their
career aspirations (Dugan, et al., 2013; Issac, Kaatz, Lee & Carnes, 2012). Activities such as
off-campus employment, community service, mentoring relationships, study groups, and
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participation in support activities were associated with higher levels of leadership self-efficacy
(Dugan, et al., 2013).
Using an academic approach to improve leadership self-efficacy in women enrolled in
STEM courses was the focus of researchers at the University of Wisconsin - Madison (Isaac,
Kaatz, Lee, & Carnes, 2012). They developed a 16-week educational leadership course for
women enrolled in medicine, science, and engineering courses who aspire to leadership. Using
Murphy’s (1992) Self-Efficacy for Leadership scale, they followed pre- and post- leadership
self-efficacy levels of the women enrolled in the course over a three-year period. Students
involved in the study also included upper-level graduate students studying medicine, public
health, physicians in residency and fellowship training. The results of the study showed that
women who participated in their educational leadership course had significant increases in their
scores for leadership self-efficacy. Their finding supports the concept that educational
leadership experiences has a direct impact on women's leadership self-efficacy.
Leadership self-efficacy and Medicine. While self-efficacy and leadership self-efficacy have
been the focus of many research studies that look at leaders in business, there have been limited
studies looking at healthcare professionals and their relationship with leadership self-efficacy.
Most of these studies are found in the nursing profession, which has embraced the importance of
leadership and its development of nurse leaders. With their concerns about leadership succession
planning and development, Cziraki, Read, Laschinger and Wong (2017) looked specifically at
nurses' leadership self-efficacy and career aspirations. Grounded in Bandura's theory of selfefficacy, this study utilized a subset of data from a previous study (New Leader Study) and
looked at whether specific leadership experiences and development opportunities (mentoring,
encouragement to lead, skill development, and temporary management roles) would have an
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effect on nurses' leadership self-efficacy and their motivation to lead. This study showed that
skill development opportunities, mentoring, and temporary management roles were significantly
related to leadership self-efficacy, which positively affected nurses' motivation to lead. In
addition, motivation to lead had a positive effect on nurses' career aspirations. This study
supports the concept that leadership development and experiences help to increase leadership
self-efficacy in healthcare professionals. Additional research in other health professions,
including physician assistants, is needed to show that this concept holds true for other healthcare
professionals.
Instruments used
Leadership experiences scales/questionnaires. While many researchers have evaluated
the leadership experiences of students and individuals within their research, to date there has
been no scale developed that accurately measures overall leadership experiences. Most
researchers have used the concept of quantifying educational leadership experiences and
experiential leadership experiences using the quantity of each type of experience as the measure
for overall leadership experiences.
Leadership self-efficacy scale. Several scales have been developed over the years to
measure leadership self-efficacy. A comprehensive survey of scales measuring leadership selfefficacy was completed by Hannah, Avolio, Walumbwa, and Chan (2012). In their survey, they
found four scales that were used in over 16 studies, with many additional studies that created
unique scales to meet specific situations. The four scales they listed were created by Murphy
(1992), Kane and Baltes (1998), Paglis and Green (2002) and Feasel (1995) and all measured a
single dimension of leadership self-efficacy as either perceptions of leadership capabilities or
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confidence in leading (Hannah, et al. 2012). These scales were then utilized in the evaluation of
business personnel, undergraduate students and/or military personnel.
While leadership is an important topic within the healthcare field, there are limited
studies that look at healthcare students and leadership self-efficacy. Of these studies, most are
completed using undergraduate nursing students or practicing nurses. One study was found that
utilized a leadership self-efficacy scale in health professions students (included both
undergraduate and graduate level students) but there were no PA students included (Murphy, et
al., 2020). Having a study that measures leadership self-efficacy in PA students will help fill the
gap in the literature.
Conclusion
Leadership in healthcare is needed and there is a need to develop more leaders to fill the
gap in leadership. One reason for the lack of medical leadership is believed to be a lack of
leadership development for medical providers, including PA’s (Blumenthal, et al., 2012; Neeley,
et al., 2017; Warren & Carnall, 2011). Leadership development requires an understanding of the
constructs of leadership, which includes leadership self-efficacy. Developing an individuals’
leadership self-efficacy will help shape a leaders’ motivation to take on leadership roles, which
in turn can lead to increased skills of leadership (Chan & Drasgow, 2001; Correia-Harker &
Dugan, 2020; Dugan, 2011). Individuals with high levels of leadership self-efficacy attempt to
take on leadership roles more frequently than those with low levels of leadership self-efficacy
(Hannah, Avolio, Luthans, & Harms, 2008; McCormick, et al., 2002; Paglis, 2010). Developing
increased levels of leadership self-efficacy within individuals requires participation in leadership
development experiences, including both educational and experiential leadership experiences
(Dugan & Komives, 2007; Dugan & Komives, 2010; Haddad, Pierszalowski & Velez, 2017;
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Leupold, Lopina & Skloot, 2020; Rosch & Nelson, 2018; Soria, Kaste, Diekemper, Blamo,
Belros & Brazelton, 2020). A concerning finding in research was that female students tend to
have lower leadership self-efficacy than male students (Dugan, Fath, Howes, Lavalle & Polanin,
2013; Dugan & Komives, 2007; McCormick, Tanguma, and Lopez-Forment , 2002). Knowing
that 60% of all PA students and 68% of all practicing PAs are female (Curtis, et al., 2017; Larson
& Hart, 2007; NCCPA, 2018), it is essential to know if there is a difference between female and
male PA students in their leadership self-efficacy and leadership experiences. Understanding if
there is a difference between male and female students in these two areas of interest may help
PA programs encourage, develop and prepare more leaders for the PA profession.
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Chapter 3: Methodology
Introduction
The purpose of this survey study was to examine what potential differences exist between
male and female PA students in their leadership experiences and leadership self-efficacy. To
evaluate these differences, the following research questions were addressed in the study: R1 What difference, if any, exists in the educational leadership experiences between male and
female PA students? R2 - What difference, if any, exists in the experiential leadership
experiences between male and female PA students? R3 - What difference, if any, exists in the
measurement of leadership self-efficacy (LSE) between male and female PA students? R4 - Are
gender, educational leadership experiences, and experiential leadership experiences factors that
predict leadership self-efficacy (LSE) in PA students? Data was collected from PA students
about their educational and experiential leadership experiences and a measure of leadership selfefficacy was calculated using an established scale. This chapter will cover the research method
and design including theoretical framework for the methodology, explanation of variables,
instrumentation and measures, sampling design and population, data collection and analysis,
limitations and assumptions, and ethical considerations related to this study.
Research design
This study used a quantitative, non-experimental cross-sectional survey design. It utilized
a Qualtrics survey with questions adapted from a validated and reliable scale developed by Paglis
and Green (2002) and modified by Murphy, et al (2020) that measures leadership self-efficacy.
Additional survey questions helped to establish the demographics and leadership experiences of
participants. The survey was administered to currently enrolled PA students via a link within an
email after agreeing to participate. Prior to the administration of the survey, a request for
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approval to survey currently enrolled students was sent to the individual PA program’s director.
Once approval was granted from the program director, the survey link was sent within an email
to the program for dispersal to their students. Currently, there are seventeen PA programs in the
Midwest US region with a potential of 1088 students (assuming an average of 64 students per
program) who could complete the survey (actual student count may vary due to attrition within
the programs).
Theoretical and Conceptual Framework
Bandura's (1977) Social Cognitive Theory served as the theoretical framework for this
study as it provides an understanding of a person's behavior in certain situations, which is based
upon the perception of their ability to perform. From this theory, McCormick, et al (2002)
extended the social cognitive theory to the leadership domain with their findings that leadership
self-efficacy was predictive of leadership behaviors and helped to distinguish leaders from nonleaders. McCormick’s (2002) research also found that those with prior leadership experiences
predicted leadership self-efficacy judgments.
Research Questions & Hypotheses
The following research questions were addressed in this study:
1. What difference, if any, exists in the educational leadership experiences between male and
female PA students?
Ho1: There is no difference in the educational leadership experiences between male and
female PA students.
Ha1: There is a significant difference in the educational leadership experiences between
male and female PA students.
2. What difference, if any, exists in the experiential leadership experiences between male and
female PA students?
Ho2: There is no difference in the experiential leadership experiences between male and
female PA students.
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Ha2: There is a significant difference in the experiential leadership experiences between
male and female PA students.
3. What difference, if any, exists in the measurement of leadership self-efficacy (LSE) between
male and female PA students?
Ho3: There is no difference in the measurement of leadership self-efficacy (LSE) of male
and female PA students.
Ha3: There is a significant difference in the measurement of leadership self-efficacy
(LSE) between male and female PA students.
4. Are gender, educational leadership experiences, and experiential leadership experiences
factors that predict leadership self-efficacy (LSE) in PA students?
Ho4: Gender is not a factor in predicting LSE in PA students
Ha4: Gender is a factor in predicting LSE in PA students.
Ho5: Educational leadership experience is not a factor in predicting LSE in PA students
Ha5: Educational leadership experience is a factor in predicting LSE in PA students.
Ho6: Experiential leadership experience is not a factor in predicting LSE in PA students
Ha6: Experiential leadership experience is a factor in predicting LSE in PA students.
Variables
The independent variable in this study was student gender. The dependent variables for
this study were educational leadership experiences, experiential leadership experiences and the
measured leadership self-efficacy of students.
Instruments and Measures
The survey instrument used in this study for the measurement of leadership self-efficacy
was a modified twelve-item Paglis and Green (2002) Leadership Self-efficacy scale. Approval
for the use of this scale was granted by the author (see Appendix A). It has three subscales with
four items in each subscale. The subscales consist of direction-setting, gaining commitment, and
overcoming obstacles. Direction setting refers to the setting of a direction for where the
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workgroup should be heading. Gaining commitment refers to gaining followers' commitment to
making changes when needed, and overcoming obstacles refer to the ability to overcome
challenges that stand in the way of meeting change objectives.
This scale, developed by Paglis and Green (2002), was created initially for use in
business settings. The focus of their original study was to develop a tool that reflected managers’
self-evaluation of their ability to execute behaviors needed to enact change within the workplace
(Paglis & Green, 2002). Their central hypothesis was that managers with high leadership selfefficacy would engage in more leadership attempts as compared to managers who doubted their
abilities. This hypothesis was supported by the results of their research. Within this scale, a score
of no confidence is reflected by a zero score, intermediate confidence is reflected by a 50 percent
score, and complete confidence is reflected by a 100 percent score (Paglis & Green, 2002). In
their study, Cronbach's alpha coefficient was .954.
Murphy, Campbell, Boland and Sick (2020) utilized Paglis and Green’s Leadership SelfEfficacy scale within their research on first-year health professions students at the University of
Minnesota. With permission from the scale’s original author, they made small wording changes
to the questions within the scale to make them more relevant to a student population within an
educational setting. Their changes were deemed appropriate based on the general relevance of
the measured leadership behaviors across settings (Murphy, et al., 2020). The reliability of each
subscale was measured with the following findings: Cronbach's alpha for setting direction was
0.89, for gaining commitment was 0.91 and for overcoming obstacles was 0.85 (Murphy, et al.,
2020).
The decision to use the leadership self-efficacy scale initially developed by Paglis and
Green (2002) and then modified by Murphy, et al. (2020) was due to its adaptation for health
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professions student use. This scale measures how individuals identify how they think they can
successfully navigate leadership roles (Paglis & Green, 2002) and how they believe they
perform in that role. The scale helps evaluate the judgment of participants' capabilities for
enacting change. It measures the three dimensions of setting direction for a workgroup, gaining
followers' commitment to change, and overcoming challenges in their ability to perform
leadership tasks. (see Appendix B). Approval to use this scale was granted by the authors (see
Appendix C).
In order to gather information about student leadership experiences, a separate
questionnaire was developed by the researcher based on information in the survey created by
Murphy, et al. (2020) (see Appendix D). This questionnaire was divided into two sections. The
first section was for collecting demographic information of age and gender. The second section
of the questionnaire included yes/no or Likert scale questions about students’ leadership
activities, such as serving in a leadership role or participating in leadership training either outside
of their PA program or within their PA education.
Sampling Design
The general population chosen for this study was currently enrolled students in PA
programs located in Minnesota, Wisconsin, Iowa, North Dakota, and South Dakota. There are
currently seventeen programs in these states with a potential of 1088 students (assuming an
average of 64 students per program, or 32 students per cohort) who could complete the survey
(actual student count may vary due to attrition within programs). The sample population used
were students who voluntarily completed the survey and were currently enrolled in programs
where the program director has allowed the students to participate.
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Population/Sample
The population for this study was graduate students enrolled in physician assistant
programs. There are currently 277 programs accredited by Accreditation Review Commission on
Education for the Physician Assistant (ARC-PA) within the US (ARC-PA, 2021). In order to
limit this immense population, the study included only students currently enrolled in certain PA
programs within the Midwest United States (Minnesota, Wisconsin, Iowa, North Dakota and
South Dakota). There were currently 17 programs within these states (ARC-PA, 2021). The
decision to use only students enrolled in these programs was convenient due to location and
knowledge of these programs by the researcher. The potential number of students to be included
in the research was based on the number of students that each program allows, which can vary
from program to program. There were approximately 1088 students that could be included in this
study.
Data Collection Procedure
A request for permission to survey students was sent via email to PA program directors in
Minnesota, Iowa, North Dakota, and South Dakota. Once permissions from programs had been
granted, the research request was submitted to the Institutional Review Board (IRB) at Bethel
University in St. Paul, Minnesota. After IRB approval was granted (see Appendix E), an email
with the description of the research, the purpose of the study, the participant’s informed consent
(see Appendix F) to participate in the study, and a link to the Qualtrics survey was sent to each
program that has agreed to participate and dispersed to their students. As an incentive for
participation, a $150 gift card was offered to the PA program with the highest percentage of
student participation. After one week, a reminder email was sent to the programs asking to
resend the initial email request to their students asking for participation. A final reminder email
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was sent thanking those who already participated and reminding those who had not participated
of the closing date. The total time for the survey to be open for responses was 3 weeks.
Data Analysis
Initial data analysis was used to calculate the response rate for the survey. The descriptive
data reported in the demographics was calculated for the first variables. Utilizing descriptive
research to classify variables and to document specific characteristics is considered an
appropriate method for this type of data analysis (Patten, 2014). An independent t-test was used
when evaluating the differences in RQ1, RQ2 and RQ3. This is considered an appropriate test
when observing the difference between two means (Patten, 2014). Linear multiple regression
analysis was used to evaluate variables identified in RQ4. Regression analysis is deemed an
appropriate test when estimating the relationship between two or more independent variables and
one dependent variable (Patten, 2014).
Reliability, Validity, and Trustworthiness
The results of any measure within a study should be both reliable and valid. Reliability
refers to the consistency of results, and validity indicates the degree to which the utilized
instrumentation can accurately measure what is desired (Orcher, 2014; Patten, 2012). While
the aim of researchers is to use methods and measures that have both reliability and validity, it
is more common for instrumentation to achieve reliability rather than validity (Patten, 2014).
The reliability of the modified Paglis and Green (2002) scale was measured for each
subscale. The findings for these subscales were as follows: Cronbach's alpha for setting
direction was 0.89, for gaining commitment was 0.91 and for overcoming obstacles was 0.85
(Murphy, et al., 2020).
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Limitations and Assumptions (limitations, delimitations, and assumptions)
There were a few potential limitations to this study. The first possible limitation was in
the self-reporting of individuals' leadership experiences. Self-reporting can be inaccurate due to
social desirability bias (participants not responding truthfully because they wish to present
themselves in a positive and more favorable light). This bias can skew the results to be better
than they actually are.
Another potential limitation was using only PA programs located in the Midwest United
States. PA programs attract students from throughout the United States, but many local students
will attend a school that is closest to their home. Thus, the results may be more indicative of the
location of that PA program rather than a generalization.
Given that every PA program looks for specific characteristics in students that they try to
recruit for admission to their program, there may be some programs that seek out students with
greater leadership experiences than others. This could potentially skew the results of those
students to have higher leadership experiences and leadership self-efficacy than it would
otherwise.
Delimitations are inherent in all students, including this one. Using PA programs located
in the Midwest United States was a decision made for convenience. These programs are known
to the researcher due to their proximity and program directors would also know about the
program that the researcher is affiliated with and possibly be more willing to work with the
researcher. Another delimitation was limiting the demographics of the students completing the
study. In order to get maximum participation, this researcher chose to have limited survey
questions so students would be able to complete the survey quickly, thus avoiding many
incomplete surveys.
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There are several possible assumptions within this research study. The first assumption
was that the students who complete the survey were open and willing to complete the survey and
did not feel coerced in any way. Another assumption was that the survey questions provided
accurate information about past and present leadership experiences of the students and that the
survey tool to assess leadership self-efficacy (Paglis & Green’s Leadership self-efficacy scale)
was an effective tool for measuring student leadership self-efficacy.
Ethical Considerations
While conducting this research, strict ethical considerations were followed. The Belmont
Report (1979) established the tenets by which ethical research studies should be performed in the
United States. These basic tenants include respect for persons, beneficence, and justice. The
study should seek to identify positive outcomes for those involved, and the methodology should
reflect this while protecting participants from harm (Creswell, 2014). All participants involved
must be able to comprehend the information provided to them in regards to the proposed study
(Creswell, 2014; Merriam & Tisdell, 2016; Patten, 2014).
For this research, approval was granted from the Institutional Review Board (IRB) at
Bethel University in St. Paul, Minnesota, prior to conducting any data (see Appendix E).
Participants were given information about the research and informed that their information
would be considered confidential. In order to ensure privacy and respect for all study
participants, no specific participant identifiers were asked within the survey. All information
was collected anonymously and the instrument coded for follow-up purposes. Any demographic
information collected from participants was kept private and utilized only for the basis of the
study and accessible only to the primary investigator and research advisor. With strict levels of
confidentiality in place, all study participants assumed minimal risk.
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Chapter 4
Introduction
The purpose of this survey study was to examine what potential differences exist between
male and female PA students in their leadership experiences and LSE. Developing increased
levels of LSE within individuals requires participation in leadership development experiences,
including both educational and experiential leadership experiences (Dugan & Komives, 2007;
Dugan & Komives, 2010; Haddad, Pierszalowski & Velez, 2017; Leupold, Lopina & Skloot,
2020; Rosch & Nelson, 2018; Soria, Kaste, Diekemper, Blamo, Belros & Brazelton, 2020).
Individuals with high levels of LSE attempt to take on leadership roles more frequently than
those with low levels of LSE (Hannah, Avolio, Luthans, & Harms, 2008; McCormick, et al.,
2002; Paglis, 2010). Given that the PA profession is predominantly female and knowing that
female undergraduate students tend to have lower LSE than male students (Dugan, Fath, Howes,
Lavalle & Polanin, 2013; Dugan & Komives, 2007; McCormick, Tanguma, and Lopez-Forment ,
2002), it is vital to understand whether female PA students also have lower LSE levels and what
are the predictors for increased LSE levels so that the PA profession can develop more leaders.
Using a quantitative, non-experimental cross-sectional survey design, the study explored
statistically significant differences in male and female PA students’ educational and experiential
leadership experiences, differences in the measurement of LSE and which factors were
predictive of LSE in PA students. A Qualtrics survey was used to gather student information
about their leadership experiences and a measure of their LSE.
Research Questions
This study was designed to answer the following questions:
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1. What difference, if any, exists in the educational leadership experiences between
male and female PA students?
2. What difference, if any, exists in the experiential leadership experiences between
male and female PA students?
3. What difference, if any, exists in the measurement of leadership self-efficacy (LSE)
between male and female PA students?
4. Are gender, educational leadership experiences, and experiential leadership
experiences factors that predict leadership self-efficacy (LSE) in PA students?
This chapter provided descriptive statistics and t-test analysis of the data related to
research questions 1, 2 and 3, and regression analysis for research question 4. All analyses were
performed using SPSS version 26.
Response Rate and Participant Demographics
Requests for student participation were sent to all seventeen PA program directors in
Minnesota, Wisconsin, Iowa, North Dakota and South Dakota. Of the seventeen program
directors contacted, six responded and agreed to have their students participate, which
represented a total of 388 currently enrolled PA students from programs in Minnesota, Iowa and
South Dakota. There were 128 students who participated in the survey. However, given that
seven participants completed less than 50% of the items on the survey, they were removed from
the sample. The final sample was N = 121, which represents a response rate of 31.2 %.
Statistical Analysis
There were four main variables addressed in the hypotheses of this study: gender,
educational leadership experiences, experiential leadership experiences, and leadership self55

efficacy (LSE). For gender, 18 participants identified as male (14.9%), 102 identified as female
(84.3%), and one individual chose the “prefer not to answer” option (0.8%). Students who were
in the age range of 22 – 25 years old presented the most respondents. Participation by age range
was as follows: ages 22 – 25: 68%; ages 26 – 29: 15%; ages 30 – 33: 8.5% and ages 34+: 8.5%
The educational leadership experiences and experiential leadership experiences variables
were created by adding up the frequency of the types of experiences for each participant. For
example, the educational experiences measure included six domains: academic courses,
certificate programs, leadership workshops, leadership seminars, military service, and other
(please specify). If a participant engaged in the experience, they were asked to select the number
of times from the following options: 1-2 times, 3-4 times, 5 or more times. Participants were
given a score of 1 for 1-2 times, 2 for 3-4 times, and 3 for 5 or more times. These scores were
then added up for each domain to get a total score. Theoretically the range of scores could be
between 0-18. The actual range for this group of participants was 0-13 (see Table 1 for frequency
distribution).
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Table 1
Frequency Distribution for the Educational Leadership Experiences Variable

Frequency
Valid

Percent

Valid Percent

Cumulative
Percent

.00

41

33.9

33.9

33.9

1.00

17

14.0

14.0

47.9

2.00

25

20.7

20.7

68.6

3.00

9

7.4

7.4

76.0

4.00

7

5.8

5.8

81.8

5.00

6

5.0

5.0

86.8

6.00

3

2.5

2.5

89.3

7.00

7

5.8

5.8

95.0

8.00

3

2.5

2.5

97.5

10.00

1

.8

.8

98.3

12.00

1

.8

.8

99.2

13.00

1

.8

.8

100.0

Total

121

100.0

100.0

The experiential leadership experiences variable was created in a similar manner as the
educational leadership experiences variable. There were five domains for experiential leadership
experiences: school-based leadership role (i.e., student government, specialty groups, etc.),
workplace leadership role, church or community leadership role, military service, and other
(please specify). The response options were the same as for the educational leadership
experiences items (1 = 1-2 times, 2 = 3-4 times, 3 = 5 or more times). These scores were added
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up to create the variable. Theoretically the range of scores could be between 0-15. The actual
range for this group of participants was 0-8 (see Table 2 for frequency distribution).
Table 2
Frequency Distribution for the Experiential Leadership Experiences Variable

Frequency
Valid

Percent

Valid Percent

Cumulative
Percent

.00

7

5.8

5.8

5.8

1.00

19

15.7

15.7

21.5

2.00

25

20.7

20.7

42.1

3.00

27

22.3

22.3

64.5

4.00

23

19.0

19.0

83.5

5.00

8

6.6

6.6

90.1

6.00

7

5.8

5.8

95.9

7.00

4

3.3

3.3

99.2

8.00

1

.8

.8

100.0

121

100.0

100.0

Total

The leadership self-efficacy (LSE) scale score was created by getting the mean response
for the 12 items. Participants used a 1-11 scale to respond to each item. A higher score on the
scale indicates greater perceived leadership self-efficacy.
Research question 1: Gender Differences in Educational Leadership Experiences
The first research question examines the differences, if any, in the educational leadership
experiences between male and female PA students. An independent t-test was used to analyze
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the mean differences between men and women in educational leadership experiences. There was
not a significant difference between men (M = 1.78, SD = 1.80) and women (M = 2.41, SD =
2.83) in educational leadership experiences, t (118) = 0.92, p = .36, d = -0.27 (see Figure 3 for
means and confidence intervals).
Figure 3
Means and 95% Confidence Intervals for Educational Leadership Experiences by Gender

Research question 2: Gender Differences in Experiential Leadership Experiences
The second research question examines the differences, if any, in the experiential
leadership experiences between male and female PA students. An independent t-test was used to
analyze the mean differences between men and women in experiential leadership experiences.
There was a marginally significant difference between men (M = 2.28, SD = 1.78) and women
(M = 3.10, SD = 1.74) in experiential leadership experiences, t (118) = -1.84, p = .07, d = -0.47
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(see Figure 4 for means and confidence intervals). Female PA students were a little more likely
to have experiential leadership experiences compared to men.
Figure 4
Means and 95% Confidence Intervals for Experiential Leadership Experiences by Gender

Research question 3: Gender Differences in Leadership Self-Efficacy
The third research question examines the differences, if any, in the leadership selfefficacy between male and female PA students. An independent t-test was used to analyze the
mean differences between men and women in leadership self-efficacy. Male PA students had
significantly higher leadership self-efficacy (M = 9.91, SD = 1.15) compared to female PA
students (M = 8.50, SD = 1.20), t (118) = 2.00, p = .047, d = 0.52 (see Figure 5 for means and
confidence intervals).
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Figure 5
Means and 95% Confidence Intervals for Leadership Self-Efficacy by Gender

Research question 4: Predictors of Leadership Self-Efficacy
The fourth research question examines whether gender, educational leadership
experiences, and experiential leadership experiences predict leadership self-efficacy in PA
students. A linear multiple regression was run with gender (dummy coded as 0 = female and 1 =
male), educational leadership experiences, and experiential leadership experiences as predictor
variables and leadership self-efficacy (LSE) as the dependent variable. The overall regression
model was statistically significant, F(3, 116) = 5.01, p = .003, R2 = .115. Specifically, the gender
of the participant was a significant predictor of LSE (β = .222, p = .013). The β is positive, which
indicates that men had higher leadership self-efficacy compared to women. The educational
leadership experiences variable was a marginally significant predictor of LSE (β = .187, p =
.058). This indicates that the more educational leadership experiences the PA student had, the
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higher their leadership self-efficacy was. Finally, the experiential leadership experiences variable
was not a significant predictor of LSE (β = .151, p = .129; see Tables 3-5 for the multiple
regression summary).

Table 3
Model Summary for Predicting Leadership Self-Efficacy

Model

R
.339a

1

Adjusted R
Square

R Square
.115

Std. Error of
the Estimate

.092

1.15404

Table 4
ANOVA Table Summary for Predicting Leadership Self-Efficacy
Sum of
Squares

Model
1

Regression

df

Mean Square

20.032

3

6.677

Residual

154.490

116

1.332

Total

174.522

119

F

Sig.

5.014

.003

Table 5
Coefficients for Predicting Leadership Self-Efficacy

Unstandardized Coefficients
Model
(Constant)

B

Std. Error

7.975

.221

Gender

.751

.299

Educational Leadership
Experiences

.084

.044

62

Standardized
Coefficients
Beta

t

Sig.

36.154

.000

.222

2.510

.013

.187

1.916

.058

Experiential Leadership
Experiences

.104

.068

.151

1.530

.129

Summary of Findings
In this research study, there were four reseach questions and twelve hypotheses. Research
data was collected from currently enrolled PA students in Minnesota, South Dakota and Iowa PA
programs using a Qualtrics survey tool. Of the 121 students that participated, 84.3% were female
and 14.9 % were male, with 0.8% choosing to not declare. This study explored statistically
significant differences in the educational leadership experiences and experiential leadership
experiences of PA students. Additionally, the study explored the differences in the leadership
self-efficacy between male and female PA students and evaluated the potential predictors of
leadership self-efficacy in PA students. Table 6 presents a summary of the research hypotheses
and correlating study results.
Research question one assessed the differences in the amount of educational leadership
experiences between male and female PA students. The survey results showed that while 66.1%
of all students had participated in some form of educational leadership experiences, final analysis
revealed no difference between male and female PA students in the amount of experiences.
Research question two assessed the differences in the amount of experiential leadership
experiences between male and female PA students. The survey results showed that 94% of the
students had participated in these experiences, and the final analysis revealed that female PA
students were somewhat more likely to have participated in experiential leadership experiences
than male PA students.
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Table 6
Research summary
Hypothesis
Ho1: There is no difference in
the educational leadership
experiences between male
and female PA students.

Results

Test

Retain the Null
Hypothesis

Independent
t-test

Ha1: There is a significant
difference in the educational
Leadership experiences between
male and female PA students.

Ho2: There is no difference in
the experiential leadership
experiences between male
and female PA students.

There is no statistically significant
difference between these variables.
Since p > 0.05, we fail to reject the
null hypothesis.

Partially Reject

Independent
t-test

Ha2: There is a significant
difference in the experiential
leadership experiences between
male and female PA students.

Ho3: There is no difference in
the measurement of leadership
self-efficacy (LSE) of male
and female PA students.

Summary

There was a marginally significant
difference between male and
female PA students in experiential
leadership experiences, showing
female PA students more likely
to have experiential leadership
experiences. (p = 0.07).

Reject

Independent
t-test

There is a statistically significant
difference between these
variables. Since p < 0.05, we reject
the null hypothesis.

Reject

ANOVA

Regression model was statistically
significant for gender as predictor
of LSE. Since p < 0.05, we reject
the null hypothesis.

Ha3: There is a significant
difference in the measurement
of leadership self-efficacy
(LSE) between male and
female PA students.

Ho4a: Gender is not a factor
in predicting LSE in PA
students.
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Ha4a: Gender is a factor
in predicting LSE in PA
students.

Ho4b: Educational leadership
experience is not a factor in
predicting LSE in PA students

Partially Reject

ANOVA

Ha4b: Educational leadership
experience is a factor in
predicting LSE in PA students.

Ho4c: Experiential leadership
experience is not a factor in
predicting LSE in PA students

Regression model was marginally
significant for educational
leadership experiences as a
predictor of LSE. (p = 0.058)
Retain the Null
Hypothesis

Ha4c: Experiential leadership
experience is a factor in
predicting LSE in PA students.

ANOVA

Regression model was not
significant for showing
experiential leadership experience
as a predictor of LSE. Since
p > 0.05, we fail to reject the
null hypothesis.

Research question three assessed the differences in the leadership self-efficacy between
male and female PA students. The measurement of leadership self-efficacy was created using a
12-item scale. The results of analysis showed that male PA students had significantly higher
leadership self-efficacy mean measures (m = 9.91) compared to female PA students (m = 8.5).
Research question four assessed whether gender, educational leadership experiences and
experiential leadership experiences were predictors of leadership self-efficacy in PA students.
The results of analysis showed that gender was a significant predictor of leadership self-efficacy,
and educational leadership experiences was a marginally significant predictor of leadership selfefficacy. Experiential leadership experiences was not a significant predictor of leadership selfefficacy.
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This chapter provided a review of the findings of this study. Chapter five discusses these
results, their limitations, potential implications of the study and recommendations for further
study.
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Chapter 5
Overview of the Study
The purpose of this survey study was to examine what potential differences exist between
male and female PA students in their leadership experiences and leadership self-efficacy.
Involvement and participation in leadership experiences increase leadership self-efficacy (Dugan
& Komives, 2007; Dugan & Komives, 2010; Haddad, Pierszalowski & Velez, 2017; Leupold,
Lopina & Skloot, 2020; Rosch & Nelson, 2018; Soria, et al, 2020), and individuals with higher
levels of leadership self-efficacy take on more leadership roles that those with lower levels of
leadership self-efficacy (Dugan & Komives, 2007; McCormick, et al., 2002; Crolla et al., 2011;
Surawicz, 2016). Knowing that prior research has shown that females tend to have lower
leadership self-efficacy than males, and that the PA profession is predominantly female, this
study seeks to find potential ways to encourage, educate and prepare more leaders within the PA
profession, especially female PA’s, beginning with PA students.
The population used for this survey study was currently enrolled PA students and was
conveniently limited to the seventeen PA programs located in the Midwest US. It was further
limited to only six PA programs where program directors had agreed to allow student
participation. Of the 388 students within those programs, 128 students participated, and only
seven that did not complete the entire survey. Thus, the total number of students used for data
analysis was 121, which represents a response rate of 31.2%. Breaking down the student
participation by gender, this represents 84.3% female, 14.9% male and 0.8% “prefer not to
answer” student participation.
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Chapter five provides an overview of the study, review of the research questions,
discussion of the major findings and an interpretation of the results using current literature as a
context. Additionally, chapter five addresses the limitations and possible implications of this
study, and recommendations for further research.
Research Questions
This study was designed to answer the following research questions:
1. What difference, if any, exists in the educational leadership experiences between
male and female PA students?
2. What difference, if any, exists in the experiential leadership experiences between
male and female PA students?
3. What difference, if any, exists in the measurement of leadership self-efficacy (LSE)
between male and female PA students?
4. Are gender, educational leadership experiences, and experiential leadership
experiences factors that predict leadership self-efficacy (LSE) in PA students?
All research questions utilized data from the Qualtrics survey sent to participating PA
programs and completed by currently enrolled PA students (see Appendices B and D). The first
three research questions were analyzed using independent t-tests and the fourth research
questions analyzed using a linear multiple regression.
Major Findings
The results from research question one reflects the differences in the educational
leadership experiences of PA students and compares male and female students. Educational
leadership experiences included academic courses, certificate programs, leadership workshops,
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leadership seminars, military service and others as specified by the individual. Overall, 66.1% of
the respondents stated they had participated in some form of educational leadership experiences
in the past. Of the various types of educational leadership experiences, the most common
experience for both male and female PA students was participation in academic courses,
followed by leadership workshops and leadership seminars. Military leadership experience was
present in just under 6% of the respondents who had educational leadership experiences. The
results of the survey analysis showed that there was no significant difference in the educational
leadership experiences between male and female students.
Research question two reflects the differences in the experiential leadership experiences
of PA students and compares male and female students. Experiential leadership experiences
included school-based leadership roles, workplace leadership roles, church or community
leadership roles, military service or other as specified by the individual. Overall, 94% of the
respondents stated they had participated in some form of experiential leadership experiences in
the past. Of the various types of leadership role experiences, the most common role experience
for both male and female PA students was school-based leadership roles. Second most common
role experience for male PA students was workplace leadership roles, whereas female PA
students second most common role experience was church/community leadership role. Military
role experience was present in just under 2% of the respondents. The overall results of the survey
analysis showed a marginally significant difference between male and female PA students in the
overall experiential leadership experiences, with female PA students being a little more likely to
have had experiential leadership experience before entering into their PA program when
compared to their male counterpart.
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Research question three reflects the differences in the measured leadership self-efficacy
between male and female PA students. Using a twelve-item scale with questions adapted from a
validated and reliable scale developed by Paglis and Green (2002) then modified by Murphy, et
al (2020), students were directed to complete twelve-item questionnaire that measures their
leadership self-efficacy. A higher score on this scale represented greater perceived leadership
self-efficacy, or a greater belief in their ability to navigate the duties of leadership. The overall
results of the analysis showed that there was a significant difference in the measured leadership
self-efficacy between male and female PA students, where males had higher leadership selfefficacy than females.
Research question four examines which variables (educational leadership experiences,
experiential leadership experiences and gender) are predictors of leadership self-efficacy in PA
students. Linear multiple regression was performed using gender, educational leadership
experiences and experiential leadership experiences as predictor variables and leadership selfefficacy as the dependent variable. The overall results of the analysis found that gender was a
significant predictor of LSE, where female PA students were found to have lower LSE when
compared to male PA students. Additionally, educational leadership experience was found to be
a marginally significant predictor of LSE, whereas experiential leadership experience was not a
predictor of LSE for PA students.
Implications and Discussion
The survey analysis of research questions one and two found that male and female PA
students received similar and equal amounts of educational leadership experiences before
entering into their respective PA programs, but also found that female students were a little more
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likely than males to have had experiential educational experiences. These results are in alignment
with previous research on undergraduate students where male and female students had similar
(but not necessarily equal) leadership experiences and abilities (Dugan & Komives, 2007;
McCormick, Tanguma, and Lopez-Forment, 2002). Additional results found that while only
66.1% of PA students had participated in some form of educational leadership experiences, 94%
had participated in some form of experiential leadership experiences. Knowing that almost all
PA students had some form of experiential leadership experiences is significant, given that
research findings by Leupold, et al (2020) showed a significantly positive relationship between
leadership efficacy and experiential leadership development programming in undergraduate
students, and it was stronger than the relationship between leadership efficacy and academic (or
educational) leadership development programming. More important however is the concept that
students who participate in some form of leadership training have higher leadership efficacy
scores compared to their peers (Dugan & Komives, 2007; Dugan & Komives, 2010; Haddad, et
al, 2017; Leupold, et al, 2020; Murphy, et al, 2021; Rosch & Nelson, 2018; Soria, et al, 2020),
which leads us to conclude that PA students would potentially have higher leadership selfefficacy scores when compared to their peers.
Research question three finding of female PA students having lower LSE when compared
to their male counterpart were not surprising. Previous research results found that females tend
to have lower LSE when compared to males (Dugan & Komives, 2007; McCormick, et al, 2020).
However, this result was not the same as the research results of Murphy, et al (2021), which
found no difference in the measured LSE between genders. Given that both studies utilized
healthcare students and the same scale by Paglis and Green (see Appendix B) to measure
leadership self-efficacy, it is somewhat surprising that the results were different. The reason for
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this difference between these two studies is unknown, but may be due to several factors
including the number of participating students and the timing of the study during the course of
student education.
A possible cause for why female PA students would have lower measured LSE when
compared to males could be the result of having significant amounts of STEM courses as
prerequisites to entering into their PA program. Prior research found that female STEM majors
had significantly lower LSE than non-STEM majors and that they developed LSE slower than
non-STEM majors (Dugan, et al, 2013; Nguyen, 2016). This is definitely an area of concern
when trying to raise up female leaders within medicine. If female science (STEM) majors, which
includes most PA students, struggle in their development of leadership self-efficacy, then more
emphasis should be placed on providing a way to increase their leadership self-efficacy. One
way that can be accomplished is through educational leadership experiences, which have been
shown in this study to predict LSE in PA students.
The result of the analysis of research question four found that the predictors of LSE
within PA students include gender (male) and educational leadership experiences. This result
leads us to conclude that female PA students, and students who lack in educational leadership
experiences, would have lower LSE comparatively. This makes sense when you add in the
results of research questions one and two, where female PA students were more likely to have
experiential leadership experiences, which was not a predictor of LSE. Knowing that individuals
with higher levels of LSE will take on more leadership roles than those with lower LSE, and that
it is important to prepare more leaders for healthcare, especially more PA leaders, then providing
educational leadership experiences during PA education will help to increase LSE within all PA
students, especially female PA students.
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Overall, the results of this research is important for PA students, especially given that the
current PA profession is female dominant. It is vital that the PA profession find ways to increase
leadership self-efficacy in PA students in order to raise up more leaders. When leadership selfefficacy is developed in an individual, it increases both leadership capacity and motivation
within that individual. Individuals who seek out and participate in more leadership positions and
succeed in leadership have increased levels of all three constructs of leadership: leadership
capacity, leadership motivation and leadership self-efficacy (Chan & Drasgow, 2001; CorreiaHarker & Dugan, 2020; Dugan, 2011). Based on the results of this survey, a way for the PA
profession to develop and raise up leaders is by developing these constructs of leadership in PA
students, who are the future PA’s and future PA leaders for healthcare.
Creating a pipeline of future PA leaders begins within the educational process by
instilling within each student the importance of being a leader. Educational leadership
experiences were found to be a predictor of leadership self-efficacy in PA students in this study.
From previous research we know that students who participated in educational leadership
trainings had significantly higher leadership efficacy when compared to their peers (Soria, et. al,
2020). Additionally, students exposed to leadership training and educational opportunities have
higher predictive leadership efficacy measures (Haddad, et al, 2017). Thus, having educational
leadership courses within the curriculum of PA programs would help develop LSE within PA
students. Unfortunately, few PA programs have incorporated this into the education of their
students, as formal leadership training is present in less than half of PA programs, where it is
offered only as a topic within another course (Bellassai, Glass, Halderson & Schoeberl, 2014).
Nursing programs have successfully raised up nursing leaders over the years by having their
competencies of leadership development embedded within the curriculum of their programs
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(Moran, Israel, & Sebelski, 2021). In order to raise up leaders within the PA profession, we
should follow the example of the nursing profession and add educational leadership development
into the curriculum for PA students and provide mentorships to aid in their development as
leaders.
Encouraging the development of leadership self-efficacy has additional benefits for PA
students. Individuals with strong self-efficacy approach complex tasks differently that those with
weak self-efficacy, as strong self-efficacy individuals are task-focused, think strategically, set
goals and do not back down in the face of possible failures or setbacks (Bandura, 1997; Hannah,
et al, 2008; Paglis, 2010). Additionally, research has shown that self-efficacy is a predictor of
PA students’ clinical performance (Opacic, 2003). PA students with strong self-efficacy will
have more confidence working with patients, are more decisive in their decision-making abilities
and in treatment planning. The traits of individuals with strong self-efficacy are the traits of
competent medical providers, and are reasons for why PA educators should focus on improving
self-efficacy in their students through encouragement, coaching and constructive feedback and
modeling success (Shirey, 2020).
Limitations
When reviewing the results of this study, there were some limitations to consider. One
particular limitation noted for this study was response bias. Survey designs with voluntary
participation may lead to a sample that does not accurately represent the overall population.
Students who had a strong interest in leadership may have been more willing and interested to
complete the survey than students without an interest in leadership. It is possible that this
occurred with this survey, knowing that 94% of all participants responded that they had
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participated in experiential leadership experiences. Given that participation for this study was not
required by their programs, students who did not have time or desire in completing the study
would not have been included in the sample. In addition, respondents were asked to choose
which gender represented them, which may have discouraged some from completing the survey.
This was seen in the response rate of this study, where seven students did not complete all
questions and one individual chose not to disclose their gender.
A second limitation to consider is the use of self-reporting survey questions to document
the experiences of participants. Self-reporting can lend itself to false data due to inability of the
individual being able to remember correctly specific details. Additionally, participants may want
to present themselves more favorably or more socially desirable, thus potentially inflating the
data.
A final limitation considered is that PA programs who chose to participate may have
admissions criteria that requires potential students to have some form of leadership experiences
in the past, which could possibly inflate the overall results of leadership experiences and
leadership self-efficacy measures of the participants. This was not evaluated by the researcher
when soliciting for participation by PA programs, thus it is unknown if that was a factor in the
results.
Recommendations for Future Research
This research indicated that female PA students had lower LSE when compared to male
PA students, and that educational leadership experiences was an indicator of LSE in PA students.
Given that the overall number of male PA students in this research sample was low, additional
research that has a more robust sample size would help to validate these findings, as well as
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better understand why two similar studies with healthcare students had different outcomes in
their comparison of LSE and gender. While this study did evaluate the measure of LSE in
currently enrolled PA student, it did not evaluate whether the current educational process within
PA programs helps to increase PA students’ LSE over the course of the program. Additional
research using a longitudinal approach to evaluate the effects of the current educational process
in PA education on individual PA students’ LSE would be beneficial.
Concluding Comments
This study fills a gap in the literature on leadership self-efficacy within PA students and
offers insight into the challenges of raising up new leaders from within the PA profession, and
specifically PA students who will be the future leaders in this profession and in healthcare.
Leadership is vital for the future of the PA profession, and as such, it is imperative that we start
preparing all PA students for the potential of a leadership position within their career. Through
offering all PA students education in leadership, developing curriculum that includes both
educational and experiential leadership development opportunities and being mentors in
leadership, we can help to increase all PA students’ belief that they can be a leader. Additionally,
as we work with and improve female PA students’ leadership self-efficacy, we will improve the
potential for more female PA leaders within healthcare.
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Appendix B – Leadership self-efficacy scale
Leadership Self-Efficacy Scale
Please rate your confidence in your ability to perform each of the following tasks. In these questions,
“group” could refer to a student project, student organization, or other student group which you help lead.
If you are not currently involved in leading a group, please respond based on how you think you would
perform if you were in a group leadership role.

Please rate the following items on a scale of 0% – 100%:
(0% = no confidence, 10-40% = varying degrees of a lack of confidence 50% = intermediate level of
confidence, 60-90% = varying degrees of confidence and 100% = complete confidence)
1. I can figure out the best direction for where my group needs to go in the future.
2. I can identify the most critical areas for making meaningful improvements in my group’s
effectiveness.
3. I can develop plans for change that will take my group in important new directions.
4. I see the path my group needs to take in order to significantly improve our effectiveness.
5. I can develop trusting relationships with my group members such that they will embrace change
goals with me.
6. I can obtain the genuine support of my group members for new initiatives in the group.
7. I can develop relationships with my group members that will motivate them to give their best
efforts at continuous improvement.
8. I can gain my group members’ commitment to new goals
9. I can figure out ways for overcoming resistance to change from others whose cooperation we
need to improve things.
10. I can figure out ways for my group to solve any policy or procedural problems hindering our
change efforts.
11. I can work with my group members to overcome any resource limitations hindering our efforts at
moving the group forward.
12. I can find the needed supporters in management to back our change efforts.
Source: Paglis, L.L., & Green, S.G. (2002). Leadership self-efficacy and managers' motivation for leading change.
Journal of Organizational Behaviour, 23,215-235.
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Appendix D – Demographics and leadership experiences questionairre
Section 1: Demographics
1. Gender: Male/Female/Other/Prefer not to respond
2. Age Range: less than 21 or 22 – 25 or 26 – 29 or 30 – 33 or 34+
Section 2: Leadership experiences
3. Have you previously participated in any leadership education (academic courses,
certificate programs, workshops, seminars, etc.)? Yes

or

No

a. If yes, how many:
i. Academic courses: 1 – 2 or 3 – 4 or 5+
ii. Certificate programs: 1 – 2 or 3 – 4 or 5+
iii. Workshops: 1 – 2 or 3 – 4 or 5+
iv. Seminars: 1 – 2 or 3 – 4 or 5+
4. Have you previously served in any leadership roles (school, work, church/community,
etc.) in the past?

Yes

or

No

a. If yes, how many:
i. School leadership role: 1 – 2 or 3 – 4 or 5+
ii. Workplace leadership role:1 – 2 or 3 – 4 or 5+
iii. Church/community leadership role: 1 – 2 or 3 – 4 or 5+
iv. Other: (please state): ___________ 1 – 2 or 3 – 4 or 5+
5. Since starting your PA program, have you taken on any leadership positions? Yes or No
6. Since starting in your PA program, have you had any education (lectures, classwork,
seminars, etc.) about leadership that was part of the curriculum?
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Yes

or No
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Appendix F - Informed consent cover letter

A Comparison Study of Leadership Self Efficacy and Leadership Experiences
of
Physician Assistant Students
You are invited to participate in a study that compares leadership experiences and
leadership self-efficacy (belief in the ability to be a leader) in physician assistant (PA) students.
The objective of this study is to examine what differences exist between male and female PA
students in their leadership experiences and leadership self-efficacy in order to find ways to
enhance the number of future leaders within the PA profession. This research is being
completed as partial fulfillment of the doctoral program at Bethel University – St. Paul, MN.
Your participation in this study is voluntary and will take less than 10 minutes to
complete. There are no known risks if you decide to participate in this research study, nor are
there any costs to participate. All answers to the questions will be coded for anonymity. You
can choose to discontinue participation in the survey at any time prior to submitting the survey
electronically. As an incentive for participation, a $150 gift card will be given to the PA program
with the highest percentage of student participation.
If you choose to participate, please check the “I agree” statement below indicating that
you have read the information provided above and decided to participate and will continue
with the survey. If you choose not to participate, please check the “I disagree” statement below
and accept my appreciation for your time and consideration.
This research project has been reviewed and approved in accordance with Bethel’s
Levels of Review for Research with Humans. If you have any questions about the research
and/or research participants’ rights, please call Cindy Goetz at 612-581-3830 or email me at
c-goetz@bethel.edu. You will be offered a copy of this form to keep.
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